Summary Background: Metastasis to the breast is rare. Its management differs from that of primary breast cancer, as illustrated by this case of a colonic metastasis to the breast. Case Report: A 78-year-old woman presented with a breast lump 16 months after a palliative colonic resection for an obstructing colon cancer (T4 N0 M1). Core biopsy of the breast lump revealed morphological features identical to the original bowel cancer. In view of her progressive metastatic disease, the breast lump was simply observed. She passed away 4 months later from advanced intra-abdominal carcinomatosis. Discussion: There are 19 cases of colonic metastasis to the breast in the literature. In the literature, colonic metastases to the breast are usually excised. Conclusion: Excision of a colonic metastasis to the breast can be avoided if the patient's life expectancy is short.
Introduction
Most breast cancers are primary breast malignancies. Metastasis to the breast is rare. Its management differs from that of primary breast malignancies, as illustrated by this case of a colonic metastasis to the breast.
Case Report
A 78-year-old woman was referred to the breast clinic with a lump in her left breast. Her past medical history included a palliative colonic resection for an obstructing transverse colon cancer (T4 N0) 16 months before. At that time, she was noted to have peritoneal tumor deposits on the posterior surface of the anterior abdominal wall (M1). Post-operatively, she had a 3-month course of capecitabine. Her carcinoembryonal antigen (CEA) level continued to rise over the following year from 3,443 ng/ml to Barthelmes/Simpson/Douglas-Jones/Sweetland excised) showed a mucin-secreting adenocarcinoma with identical morphological appearances to those in the core biopsy ( fig. 1, inset top right) . Immunohistochemistry of the core biopsy was negative for estrogen receptor and HER-2. The findings were compatible with metastatic large bowel carcinoma. In view of the rising CEA level, the patient underwent a computed tomography (CT) while awaiting the outcome of the investigation of her breast lump. This showed progressive peritoneal disease, but no liver or lung metastasis. As tumor progression was halted with a 3-month course of capecitabine at presentation and she was symptom free despite radiological evidence of progression, it was decided to re-institute the same chemotherapy regimen of oral capecitabine. Regarding the breast lump, it was decided not to surgically intervene and simply observe. She passed away 4 months later from advanced intra-abdominal carcinomatosis.
Discussion
Metastasis to the breast is uncommon, even more so metastasis of colon cancer to the breast. The latest review in 2004 identified 8 cases [1] . Searching Medline, including the nonEnglish literature, and hand-searching the references, we identified a further 11 cases including our own (table 1). 3 of the 19 patients presented synchronously, i.e., the diagnosis of 6 ,200 ng/ml. Her general condition, however, remained stable and she was independent and self-caring at the time of her referral to the breast clinic. On examination she had an ill-defined, mobile 1-cm lump at the lateral edge of the left axillary tail (P 4). Mammography revealed an indeterminate, lobulated mass in the same area, requiring histological clarification. Ultrasound-guided core biopsy revealed individual tumor cells and some cells with signet ring morphology ( fig. 1 , inset bottom left, arrow). The cells were separated by extracellular mucus. The appearances indicated a mucin-secreting adenocarcinoma but were not typical of large bowel carcinoma. The histology from the original large bowel carcinoma (previously Fig. 1 metastasis in the skin of the breast [3] . Seeding of colon cancer cells to the skin is a well-recognized complication of laparoscopic colon cancer surgery [5] . We elected not to operate on our patient and simply observed the breast lump. She was unlikely to develop uncontrollable chest wall disease, given her short life expectancy. Oral capecitabine, which was prescribed for palliative chemotherapy, may have further slowed down the growth of our patient's metastasis in the breast [6] . Axillary lymph node involvement has only been reported when the origin of the metastasis to the breast was from a malignant melanoma [7] . There was no axillary lymph node involvement in the case where treatment proceeded for a presumed primary breast cancer [2] .
Conclusion
In view of the short life expectancy and the risk of seedling tumor cells to the skin, surgical excision may be avoidable in most patients presenting with colonic metastasis to the breast. There is no role for axillary surgery.
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the metastasis to the breast coincided with the diagnosis of the colonic primary. Most patients -as ours -presented with a breast lump some time after diagnosis of the colon cancer (median 15 months, range 1 month to 10 years). The primary colonic tumor had lymph node involvement in 5 of 10 cases. Follow-up of the reported cases ranged from 4 months to 4 years (mean 15 months). Of 12 patients with documented follow-up, 5 died or had advanced disease at the last follow-up. Regarding treatment of the breast lump, all authors advise against extensive resection, but in the literature, most breast lumps have been excised. This is understandable if the lump is mistaken for a primary breast cancer, as reported twice [2, 3] . Usually, bowel cancer precedes the development of the metastasis in the breast, alerting the clinician of the possibility of a colonic metastatic deposit within the breast. The patient's history, prompting histological comparison between the core biopsy of the breast with the original bowel cancer, usually secures the diagnosis and prevents the breast lump from being mistaken for a primary breast carcinoma. In the UK, with a non-operative breast cancer diagnosis rate of 94% for screendetected breast cancers [4] , surgical excision is not normally required to reach a diagnosis, neither in the symptomatic setting where triple assessment -clinical examination, imaging (mammography/ultrasound) and core biopsy -is standard practice. Surgical excision of the metastasis from the breast is not without complications and has led to recurrence of the
